APPENDIX A

PATIENT REQUEST FOR AMENDMENT OF RECORDS
3ANPOC HA BHECEHUE UBMEHEHMI B MEAULIMHCKYIO JOKYMEHTALIMIO

You have the right to request that we amend most information in our records that may be used to make decisions about you
and your treatment for as long as we maintain the information in out records. Please see our Notice of Privacy Practices for a
more detailed description of your rights to request amendment of this information and the process we follow once we have
received your request. To request an amendment to your records, complete and return the following request form.

B cniyyasix, korga Bawa MegUUNHCKas JOKYMEHTaUNS, Kacarowascs NMPUHSATHS PELLIEHNH 0 Bac U O
BalleM JIeYEHHH, SIBJISIETCS HYaCTbIO HaLUMNX apPXUBHbIX AaHHbIX, Bbl UMEETE nMpPpaBo 3alpPoOCHTb BHECTH
H3MeHeHNs B 60/1bLUyto ee YacTs. [1oxcanyicra, O3HaKOMbTEChH C HALLNM YBEJOM/IEHNEM O NpaBuiax
cobrogennss KOHPNAEHYNA/IbHOCTH, YTO6bI NMOJTyYnTh 60J1€e rnogpo6Hoe onncaHne Balinx rpasB
KacaTte/lbHO BHECEHHMSI M3MEHEHMI B f[aHHyrO0 MHEOpMauNio, a Takxe MopsgoK pacCcMOTPEHMNs
Bawero 3arnpoca. Bam 6yger Heobxognmo 3arnosIHNTeb POpMy 3anpoca O BHECEHMM MOnpaBoOK H
OTNIPaBHTb ee 110 yKa3aHHOMY B HEH agpecy.

PATIENT INFORMATION
OAHHbIE NMALIMEHTA
Patient’s Last Name: First: MI:
damMmnnusa nauneHTa: MM naumeHTa: BTopoi nHuu:__

Address: Telephone:
Appec: TenedoH:
Daytime:

B [JHEBHOE BpeEMS:
Evening:
BEYEpPOM:

Email (optional):
Dn1eKTpOoHHas noyta (No XXenaHui):

AMENDMENT REQUEST
3AMPOC HA BHECEHME U3MEHEHWI
Please answer the following questions. You may attach a separate page if more space is needed.
Moxxanyricra, oTBerbTe Ha cIEqyrOLME BONpPockl. EC/in noHagobmrcs 60/bLe Mecra, Moyxere
A06aBHTb OTAE/IBHYIO CTPAHNLY.

What information would you like to amend?
Kakyro nHdpopmaumio Bbl 6bl XoTENN USMEHUTDL?

How do you believe the information should be amended?
Kak, no BaweMy MHEHUI0, cnegyeTr usMeHuTb uHpopmaumio?

Why do you believe the information should be amended? Please attach any supporting documentation, if needed.
Your request may be denied if you do not provide a reason to support your request.

MoueMy Bbl cuuTaetre, u4To UHdoOpMauur cieayer uU3MeHuTb? [punoxute Heo6xoauMyrO
COMpPOBOANTENIbHYIO AlOKYMEHTauuo. bes conyTcTBYHOLWMX AOBOAOB 3anpoc MOXET 6biTb OTKJIOHEH.
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Is this request being made because of an emergency or other urgent situation? If so, please describe the nature
of the emergency or urgency below and the date you need the information amended. We cannot guarantee that
we will meet your deadline, but we will do our very best to accommodate reasonable request.

CaenaH 5iv 3TOT 3anpoc B CBA3M C Ype3BblvaiiHO UK KakoW-Tn60 sKCTpeHHOoW cuTyaumeii? Ecnm pa,
OMUILMTE HMIKE XapaKTep CUTyauMu, HACKOJIbKO OHa 3KCTPEHHAa M yKaxuTe paTty, Korga BaMm
Heo6xoaAMMO MH(OPMaLIMIO U3MEHUTb. Mbl He MO)KEM rapaHTUpPOBaTb, HO CAeJ/laeM BCe BO3MOXKHOE,
YTO6bI Y/IOXXUTbCS B Pa3yMHbI€ CPOKMU.

PATIENT UNDERSTANDING AND SIGNATURE
NOATBEPXXAEHUE U NOANMUCH
By signing below, I am requesting that Maimonides Medical Center amend my health information as I have
explained above.
A, HMKenognucasLMiica, npouwy ueHTp Maimonides Medical Center U3MeHUTb MO0 MeAULIMHCKYHO
MH(OpMaLMIO COr/IaCHO MOMM BbilleyKa3aHHbIM Pa3bsCHEHUSAIM.

SEND COMPLETED FORM TO:

Signature of Patient or Personal Representative OTNPABbLTE 3ANOJIHEHHYHO ®OPMY
Moanuch NaynMeHTa Win IMYHOro npeacraBuTens no AAPECY:

Maimonides Medical Center
Print Name of Patient or Personal Representative 4802 Tenth Avenue
MNma nauneHTa/nnyHoro npeacraeurtens (Ne4yaTHbIMKU) Brooklyn, New York 11219

Attn: HIS Department

Date
Oarta

Description of Personal Representative's Authority
OnucaHMe NoJIHOMOYUN JINYHOTO npeacrasurens

For Maimonides Medical Center Use Only:

Date Received: (MM/DD/YY) / /

Disposition of Request: GRANTED DENIED PARTIALLY DENIED

Patient Notified In Writing on This Date: (MM/DD/YY) / /

Name of HIS Department Staff Member Processing This Request:
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